organising pneumonitis can ptesent in various ways. A set of diagnostic criteria are proposed which will help in the recognition of this syndrome, which is probably underdiagnosed.
Although the concept of organising pneumonia is old,'-3 the term cryptogenic organising pneumonitis was introduced only recently. 4 Since the initial description of cryptogenic organising pneumonitis a very similar condition has been described in America under the name of bronchiolitis obliterans organising pneumonia. 5 staining for microorganisms gave negative results in all patients. OUTCOME Four of the six patients were treated with corticosteroids. Of the two untreated patients, one died of ventricular fibrillation while steroids were being considered (patient 5). He had been taking amiodarone for ventricular tachycardia for 24 months. The other untreated patient (patient 6) continued to be almost free of symptoms, despite pronounced evolving radiological changes consisting of left lower lobe lateral and basal consolidation, complete left lower lobe consolidation three weeks later, right lower lobe consolidation at five weeks with resolution of left sided changes, and full resolution at eight weeks after initial diagnosis. Two of the patients who received steroids were extremely ill and severely hypoxaemic at the time of initiation of treatment (patients 1 and 2). Their responses to 1 mg/kg of prednisolone were impressive: by day 10 both were well enough to be discharged. The other two patients had a clinical course, symptoms, and a radiological picture similar to the typical picture of bronchiolitis obliterans organising pneumonia as described by Epler.5 One (patient 4) initially received prednisolone 50 mg a day, which was reduced to 10 mg a day over six months and stopped at nine months without recurrence. He had an excellent symptomatic response over several weeks. His chest radiograph returned to normal. The other (patient 3), who had alcoholic liver disease, was treated with prednisolone 25 mg a day. His symptoms disappeared and his chest radiograph cleared over four weeks. His dose of steroid was decreased slowly and the drug stopped at six months. There was no evidence of recurrence three months later.
Discussion
Since its initial description4 cryptogenic organising pneumonitis has been reported only rarely, the largest group of cases being described by Epler, who used the term bronchiolitis obliterans organising pneumonia.' In both of these retrospective studies patients had fever, malaise, dyspnoea, a non-productive cough, peripheral lung infiltrates on radiography, and a lung biopsy sample that showed an intraluminal organising pneumonitis. The patients in the two reports clearly had a very similar disorder or group of disorders. Epler used the term bronchiolitis obliterans organising pneumonia because his computerised retrospective clinical study was originally aimed at finding patients with bronchiolitis obliterans recorded in their final pathological report. Since then case reports have used the terms cryptogenic organising pneumonitis and bronchiolitis obliterans organising pneumonia interchangeably. Emphasis on the presence of bronchiolitis obliterans on histological examination as an implied criterion for diagnosing this disorder has, however, appreciably and, in our opinion, detrimentally narrowed the clinical spectrum reported. The aetiology of this syndrome is unknown and its natural course poorly described. Aetiologically, the influenza like initial illness and subsequent subacute course and pathological findings suggest the possibility of a deranged immunological response to infection or other subacute pulmonary insult. One of our patients had been receiving amiodarone for two years before diagnosis, and there is one other reported case of cryptogenic organising pneumonitis in a patient receiving amiodarone. 9 We prefer to consider our case as idiopathic as we were unable to see the effects of drug withdrawal on the patient's clinical course. The intraluminal organisation and fibrosis seen in cryptogenic organising pneumonitis is poorly understood. It can be seen, less severely, in some other interstitial disorders and may lead to mural incorporation, this being a possible initial step towards interstitial fibrosis and coalescence of alveolar walls.'01' Spontaneous regression can occur,5 as illustrated by one of our patients, but there seems to be little doubt that corticosteroids hasten remission.
On the basis of previous work, our findings, and the considerations outlined above, we propose a set of diagnostic criteria for cryptogenic organising pneumonitis, which should not be diagnosed just on the basis of exlusion (table 4) . These criteria seem highly sensitive when applied to reported cases.4`Their accuracy can be established only prospectively, but we believe that the four major and three minor criteria will allow cryptogenic organising pneumonitis to be diagnosed confidently. These criteria should facilitate further study of this syndrome, which may be more common than is at present recognised.
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